, at the Middlesex Hospital, studied 68 patients with duodenal ulcer before they were submitted to vagotomy, by means of a histamine infusion test and an insulin test. Follow-up after vagotomy was for at least 2 years and any recurrence was diagnosed by endoscopy and/or at laparotomy. None of the preoperative secretory indices studied bore any relation to the incidence of ulcer recurrence after vagotomy. The authors conclude that the magnitude of the parietal cell mass or of the vagal drive does not affect the chance that a vagotomy will fail to prevent recurrent ulceration and they find no foundation for a policy of 'tailoring' the form of acid-reducing operation to the results of pre-operative secretion studies.
Wheldon and his colleagues (1980) , from Newcastle, report a prospective study of men and women following vagotomy with pyloroplasty and Bilroth I gastrectomy. A review of 378 vagotomized patients (62 of whom were women) and 49 gastrectomized patients (23 women) followed-up for at least 5 years reveals that there are no essential differences in the symptoms found in women compared with men. These authors conclude that there is no justification for the belief that females fare worse than males after gastric surgery as far as symptoms are concerned and there are no grounds for reluctance to operate upon women unless forced to do so by complications.
Turning now to the surgical treatment of obesity, I have never myself thought that it was the surgeon's duty to carry out a life-endangering operation in order to allow a patient to eat as much food in a day as would keep a Vietnamese boat-people's family alive for a week. I will never forget a patient I saw in Pittsburgh who ate 20 chicken legs the night before her bypass procedure in order to ' give her strength for the operation'. The jejuno-colic bypass has now been abandoned and the jejuno-ileal bypass is also becoming increasingly unpopular because of its high immediate and late morbidity . Halverson and his colleagues (1980) have reviewed 101 patients submitted to jejuno-ileal bypass between 1972 and 1975. They found that no less than 28% were absolute failures and only 18% were considered to have achieved a good result. There had been 5 deaths as a result of the operation and 25 patients had required having the bypass taken down. They conclude that the procedure 'is not an appropriate operation for morbid obesity'.
Gastric bypass was first introduced by Mason (Mason, Printer and Blommers, 1980) but it is a difficult technical operation, and in the last 4 years many centres in the United States have been carrying out a gastroplasty in which the stomach is partitioned by means of a stapling instrument which leaves a narrow channel connecting a very small proximal gastric pouch to the distal stomach. Freeman and Burchett (1980) (Brooke, 1980) and the careful study by Phillpotts and his colleagues (1980) at St George's Hospital of cell cultures of Crohn's tissue and controls subjected to elaborate tests gave no evidence to support a persistent virus infection.
The General Hospital, Birmingham, which has provided so much information on the natural history of Crohn's disease in the past, provides yet another exhaustive review on the prognosis of distal ileal disease (Higgens and Allan, 1980) There was no correlation between exacerbations of the colitis and the onset or course of the skin lesion.
The remaining 8 patients had no other disease, even on histological examination of colon biopsies, and they were found to be significantly older than those patients with co-existing colitis. The relationship between the 2 conditions remains unclear. It has been postulated that it is the result of an immunological reaction to bacterial or dietary antigens absorbed through a damaged colonic mucosa. The relationship between the 2 conditions is undoubted, since total colectomy causes the disappearance of the skin disease in those cases where they co-exist.
intestinal obstruction
The picture of acute intestinal obstruction has changed quite remarkably in the active lifetime of surgeons to-day (Ellis, 1980a) . Up to the 1930s, strangulated hernias accounted for about 50% of the total cases presenting to our hospitals but in more recent times these have become much less frequent, with which hernias are repaired electively, even in the relatively old and feeble. Adhesions, in contrast, have become more and more common (Ellis, 1980b) and this, in turn, can be attributed to the enormous increase in the frequency of abdominal surgery. In addition, as the population ages, so the incidence of large bowel obstruction due to cancer of the colon rises. Recent reports from developing countries show that the situation there is very much that of the Western World half a century ago. Thus from Enugu in Nigeria, Attah and Anikwe (1980) found that 69 % of their obstructions of the small bowel were due to strangulated hernia and only 16 % due to adhesions. Chiedozi and his colleagues (1980) , in Benin, found that 65 % of their 316 cases were due to strangulated hernias and a mere 11% due to adhesions; these were mostly post-traumatic or post-inflammatory. Only 0-3 % of their obstructions were due to tumour.
Another interesting geographical variation is the high incidence of volvulus of the sigmoid colon in many primitive farming communities compared with its comparative rarity in the U.K. Taha and Suleiman (1980) (Osime, 1980 (Krook et al., 1980) . Cooperberg and Burhenne (1980) Two interesting studies of gall-stone-associated acute pancreatitis both point out the risk of further attacks of pancreatitis while the gall-stones remain; both suggest cholecystectomy during the initial admission, once the acute affair has settled down, and both point out that this is not associated with any evidence of increased mortality Osborne, Imrie and Carter, 1980 (Nevelsteen et al., 1980) Kumpe (1979) , has only been employed over the last 4 or 5 years. It comprises threading a guide wire through the stenosed segment followed by an angiographic catheter; this enlarges the stenosis to permit passage of a balloon catheter which is carefully positioned to straddle the stenosis. The balloon is then expanded under X-ray control and then deflated. A completion arteriogram is performed to confirm the adequacy of the dilatation and to ensure that no peripheral embolization has occurred. The technique is of particular value in dealing with iliac artery stenosis, either alone or in association with subsequent femoral block reconstruction (Alpert et al., 1980; Colapinto, HarriesJones and Johnston, 1980; Kumpe and Kempczinski, 1980 (Editorial, 1980 (Clyne, 1980) .
Recently there has been considerable interest in the value of prostaglandins in the management of this condition. Pardy, Eastcott and Miles (1980) Lumley (1980) gives an account of 77 extra-cranial/intracranial reconstructions in which the superficial temporal artery is anastomosed to the middle cerebral artery exposed via a burr hole which is extended if necessary.
The gastroenterological surgeons are employing microsurgery to enable reconstruction of the cervical oesophagus using a free jejunal graft; the arterial anastomosis is to a branch of the external carotid artery, and the venous to the internal jugular vein (Meyers, Seigler and Hanks, 1980 operative deaths in this group (26 %). Of the remaining patients, 10 were still alive and well at 5 years but these cases had had no histological confirmation and the original diagnosis was obviously at fault; they were excluded from further study. Of the remaining patients, only 9'3 % were alive at the end of one year, 1*8 % at the end of 2 years and 1-2 % (4 patients) at the end of 5 years. The mean survival following palliative surgery was 5-5 months compared with only 1-6 months for patients submitted to no palliative procedure at all. The authors conclude that radical surgery may be indicated for the occasional peri-ampullary carcinoma but has little if any place in the treatment of carcinoma of the pancreas. The . Six of these were submitted to laparotomy only for hopeless recurrent disease, 5 had short-circuit or colostomy performed to overcome recurrence, 18 had local or distant recurrent disease resected, 11 had a second metachronous cancer resected (one of these had 2 metachronous resections performed), 3 had a second cancer in an organ other than the bowel and in 4 patients an entirely benign condition mimicking malignancy was detected and dealt with.
Probably the ultimate in a'second look' operation was reported by Mixter (1980) (Souter, Gill and Morris, 1980 (Allegra, Lippman and Thompson, 1980; British Breast Group, 1980 (Forrest, Black and Humeniuk, 1980 (Hawkins, Roberts and Forrest, 1980; Leading Article, 1980) . Elwood and Godolphin (1980) (Bonadonna, 1980 (1980) suggest that it could be that pre-menopausal receptor positive patients might obtain benefit from an oophorectomy. There is no doubt that the next few years will see the answers to many of these important questions (Baum, 1980 (Hughes and Webster, 1980) . We now know that simple removal of the lump itself is inadequate and is likely to be followed by local recurrence in something like one-third of the patients within 3 years. We have already quoted the interesting study by Schwartz and his colleagues (1980) showing that even in the earliest tumours a third of the specimens are likely to show multi-focal disease in another quadrant of the breast. Mastectomy is a mutilating procedure which no surgeon (and (Ellis and Phillips, 1980 (Henderson and Canellos, 1980 We have investigated the value of postoperative suction drainage in inguinal hernia repair (Beacon, Hoile and Ellis, 1980) . In a series of 301 adult males undergoing inguinal herniorrhaphy, the hernias were classified into 'simple' and 'complicated' (inguino-scrotal, the use of a truss, a recurrent hernia, large defects containing colon or bladder, associated cysts and the use of peri-operative anticoagulants). In the complicated group, suction drainage for 24 hr significantly reduced the incidence of wound haematoma, seroma or infection from 48-7 to 17-6%. There was also an effect on the postoperative morbidity in the simple hernias although this just failed to achieve significance (4-5 % in the suction group compared with 9-8 % in the controls). There seems no doubt that suction drainage should be employed postoperatively following repair of hernias where dissection may be difficult or where other complicating factors are present.
Greenall, Evans and Pollock (1980a) studied the healing of midline and transverse laparotomy incisions. There was a 7 % incidence of incisional hernia at 6 months and failures were associated significantly with wound sepsis, postoperative chest complications, male sex, age over 60 years and blood transfusion. In the absence of infection the transverse incisions were less likely to produce incisional hernia but in the infected wounds the incidence of incisional hernia was the same in the 2 groups. In a study of the effects of the incision on postoperative pulmonary complications, the same authors (Greenall et al., 1980b) found no difference between the two groups with regard to the incidence of pulmonary complications but they noted a high score in the male sex, patients with pre-operative pulmonary dysfunction, those with postoperative ventilatory depression, postoperative shock, inhaled gastric contents and pulmonary embolism. About one-third of all the patients developed chest complications. The reason for the male preponderance was unexplained.
Few studies have been made of the effects of systemic disease on wound healing. In the experimental animal we have shown that acute uraemia delays the healing of intestinal anastomoses and abdominal wounds and depresses cellular proliferation (Colin, Elliot and Ellis, 1979) . Androulakakis (1980) now reports a study of 12 patients with acute postoperative uraemia undergoing muscle-split lumbar incisions among whom there were 7 complete dehiscences of the wound. This contrasted with no example of breakdown in 12 control patients. There is certainly need for further careful studies of such factors as diabetes, anaemia, protein deficiency, and jaundice on wound healing in the clinical situation.
Infection of the surgical wound still remains a common, annoying and sometimes dangerous postoperative complication which exercises the minds of most thinking surgeons. Indeed, it would need another whole review to deal with the large numbers of trials of systemic and topical antibiotics, and locally applied antiseptics that have been reported during the year. The extent of the problem is well demonstrated by a prospective study of 696 abdominal operations reported by Renvall, Niinikoski and Aho (1980) from Finland. The overall infection rate was 9-8%. When the cases were broken down according to the degree of contamination of the wound, it was found that clean operations had a 4-2 % infection rate, clean contaminated wounds 9-1 %, contaminated incisions 14-4% and frankly dirty wounds a 28-8 % infection rate. It was found that the chances of infection were also increased in the elderly, those with associated medical illness, those with a prolonged pre-operative stay in hospital, extensive surgery, bowel strangulation and, of course, gross contamination of the wound at the time of operation. has shown in experiments with guinea-pigs that there is a synergistic associatiorn between aerobic (Escherichia coli) and anaerobic (Bacteroides fragilis) bacteria. Inocula of one or other of these groups alone produced no infection but when the organisms were mixed, frank pus was obtained. In clinical studies he was also able to show a similar effect in that when both aerobes and anaerobes were present in the operative swab, wound infection took place in 71 % of cases, a much higher percentage than when either one or other of these organisms alone was present. This author points out that this synergistic effect may well account for the value of metronidazole as a prophylactic and therapeutic agent in bowel surgery.
The skin sutures themselves may have at least a part to play in potentiating wound infection by local tissue damage. It is interesting that Eaton (1980) had no infections at all when a plastic dressing rather than sutures was used for wound closures in elective cases. Experimentally, Stillman, Bella and Seligman (1980) showed that a subcuticular suture of Dexon painted over with collodion was resistant to surface contamination with Staphylococcus aureus in mice compared with skin sutures or staples.
In our own department, Bucknall (1980) has shown very elegantly the malign effect of local infection upon the wound healing process. Infection was introduced into the rat abdominal wound using a standard bacterial inoculum. Three groups of organism were used: Staph. aureus, Pseudomonas and a combination group of E. coli and Proteus. Infection was shown to delay healing as judged by the bursting strength of the wound, and fibroblast proliferation was also shown to be depressed. Small vessel angiogenesis was increased in areas of abscess formation, but larger vessels were commonly blocked by thrombus or distorted by surrounding inflammatory tissue.
One of the most interesting pointers to the future in wound healing research comes from Eisinger and his colleagues (1980) from the Sloane-Kettering Institute, New York. They described the growth in vitro of multi-layered sheets of epidermal cells from the dog obtained from a single cell suspension and they were able to use these sheets to graft wound defects. It may well be that in future this technique might be applicable to the problem of covering large raw surfaces of burnt patients which to-day can only be achieved by multiple staged operations.
